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Literature Review  
Abstract  
This study aims to determine support factors that influence women’s decisions to 
breastfeed their multiples for over 12 months and characterize these particularly successful 
breastfeeding mothers, with the intention of informing breastfeeding promotion interventions. 
The World Health Organization recommends breastfeeding exclusively for 6 months. However, 
it is estimated that only 25% of twins and 15% of triplets still receive some human milk at 6 
months, making multiples an important target for breastfeeding interventions. Data were 
collected via a self-administered online survey distributed internationally via La Leche League. 
Questions inquired about breastfeeding experience with each child and various types of support 
that influenced those experiences. All the women breastfed multiples for over 12 months. The 
majority were white, well educated (80% college degree), and 30 – 39 years old. Only 20% of 
respondents indicated that their child’s primary care provider’s recommendations were 
important/very important to their decision, and 12% indicated the same regarding their doctor’s 
recommendations. Factors highly rated as important included nutritional value of breast milk, 
other health benefits of breastfeeding, establishing a strong bond, and mother and child enjoying 
breastfeeding. A majority of the sample felt their partner was important/very important to their 
decision. This relationship is the most highly rated as influential. Including the woman’s partner 
could enhance educational opportunities designed to encourage mothers of multiples to 
breastfeed. Additionally, emphasis on health benefits of breastfeeding may encourage mothers to 
breastfeed longer. Further research to test breastfeeding interventions should be completed with 




 The purpose of this systematic review is to answer the questions – what are the major 
obstacles for mothers of multiples in initiating and maintaining breastfeeding and what are the 
sources of support that are important? Additionally, where do the gaps in the literature lie, and 
what further steps are necessary for the establishment of clinical breastfeeding guidelines to 
support mothers of multiples? It is important to pursue research on breastfeeding multiple infants 
because evidence-based guidelines should be established in order to provide clinicians and 
parents with the information to make breastfeeding multiples less intimidating and more 
achievable. Though multiples do not make up a large proportion of deliveries, they are a growing 
proportion due to the increased use of assistive reproductive technologies.  They also tend to 
have higher rates of breastfeeding initiation compared to singletons but tend to have shorter 
durations. With additional research on this topic, clinicians would be able to assist mothers of 
multiples in breastfeeding long-term.  
The Centers for Disease Control and Prevention (CDC) produces a breastfeeding report 
card each year, which includes the prevalence of breastfeeding at various points in time post-
delivery and strategies for working toward the national breastfeeding goals outlined in Healthy 
People 2020. In 2014, 79.2% of all US infants were breastfed post-delivery, but at 6 months the 
proportion drops to 49.4% still breastfeeding and then drops again to only 26.7% still 
breastfeeding at one year.1 The CDC does not report specifically on multiples. However, it can 
be inferred from information provided in other studies that the breastfeeding initiation 
proportions are similar for singletons and multiples.2 Though rates between studies vary, there 
are generally high percentages of mothers who initiate breastfeeding multiples. Damato et al. 
(2005) found that 89.4% of 123 mothers with twins who were part of a national support group 
for mothers with twins initiated a milk supply via breastfeeding or expressing milk3, but only 
25% of twin infants and 15% of triplets were still receiving at least some human milk at 6 
months, consistent with the national statistics noted previously, though the decrease with infant 
age is greater for multiples.4 Other studies cite initiation rates of around 60 – 70%.5–7 Damato et 
al. (2005) also noted that mothers of multiples breastfeeding at 1 month post-delivery were more 
likely to breastfeed at 6 months post-delivery, which indicates that “women who are able to 
persist with difficulties of establishing a milk supply” are also able to provide “a high percentage 
of infants’ feeding as breast milk” in the early months.3 A majority of the studies cited that 
include breastfeeding initiation rates gathered information from the Mothers of Supertwins 
Survey (MOST) or had a sample that was gathered from a national breastfeeding support group. 
Therefore, these rates may not be generalizable to all mothers of multiples. Overall, it appears 
that mothers with multiples tend to initiate breastfeeding at rates that match singletons but still 
fall short of meeting the goal of 81.9% outlined in Healthy People 2020.  
Whether or not multiples can be breastfed exclusively is a question that is often raised. 
The national proportion for exclusive breastfeeding at 3 months is 40.7%, and at 6 months it is 
18.8%.1 Damato et al. (2005) includes information on the exclusivity of the breastfeeding by the 
women in their sample. One month after the expected delivery date, 61.8% of women were 
feeding using their breast milk exclusively or almost exclusively.3 Almost exclusively was 
defined, as 81 – 99% of feedings with the mother’s breast milk. At six months after the expected 
delivery date, 50% of women were feeding breast milk exclusively or almost exclusively.3 The 
authors of the study conclude that breastfeeding exclusively at one month is predictive of 
continuing to breastfeed at 6 months. There is no comment made about the possibility or 
impossibility of exclusively breastfeeding multiples. Several other studies emphasize that breast 
milk is on a supply and demand basis and, therefore, can provide exclusive nourishment for 
twins.2,8,9 For higher order multiples (HOM), the question of exclusivity has a less certain 
answer. The physical challenge of breastfeeding 3 or more infants exclusively is often a barrier. 
Additionally, a mother’s supply may not be able to keep up with that high demand if she is 
experiencing medical complications from the pregnancy or birth, finds that breastfeeding is too 
time consuming, or does not get adequate nutrition and rest. Mother’s perception that her milk 
supply is inadequate also discourages exclusive breastfeeding.  
Methods 
Design. The PRISMA-P 2015 checklist was used to develop a protocol for this 
systematic review in order to guide the search process.  
Setting. The review only utilized electronic databases for gathering sources of 
information and it was conducted via WorldCat, a service provided through Ohio State 
University, which searches several databases at once. These include Academic OneFile, 
Academic Search Complete, MasterFILE Complete, Newspaper Source Plus, OAIster, Oxford 
Scholarship Online, and WorldCat.org. Most articles used in this review came from Medline, 
PubMed, Wiley Online Library, and ScienceDirect. Search terms included breastfeeding 
multiples, breastfeeding multiple infants, breastfeeding twins, breastfeeding higher order 
multiples, support for breastfeeding multiples, difficulty breastfeeding multiples, singletons 
versus multiples breastfeeding, and human milk expression for multiple infants. 
Sample. There were a total of 43 articles, reports, and informative guides used in this 
review. All study designs and article formats were included in order to provide a review of basic 
knowledge regarding breastfeeding multiples, gathered from informative guides and case reports, 
and any clinical studies available.  
Measurement. Articles could be published in any country worldwide. The study or 
discussion topic of the article was required to be specific to breastfeeding multiples. Studies that 
were not published in English and articles published before 1990 were excluded. Additionally, 
any article in which the discussion topic focused on the complications related to preterm birth 
with only a mention of breastfeeding was excluded. Studies whose sample was mainly singletons 
with less than 5 sets of multiples were excluded on the basis that valid conclusions about 
multiples could not be drawn from such an analysis. All materials whose main purpose was 
parent education were also excluded.  
Results 
Evidence applicable to singletons and multiples. Some variables that have been 
reported to affect breastfeeding duration for singletons and multiples include maternal age and 
health status, race, marital status, education level, household income, delivery method, receipt of 
free formula, self-efficacy, and working for more than 20 hours per week at 6 months post-
delivery.9–13 For singletons, older women who are Caucasian and have completed higher 
education tend to be the group who is most likely to initiate breastfeeding.3 These demographic 
characteristics have been found to predict breastfeeding of multiples as well.3,8 There are many 
articles that discuss the social, cultural and medical factors that influence breastfeeding of 
singletons. For example, the impact of race on exclusive breastfeeding,14 negative community 
reaction to breastfeeding,15,16 influence of diet on breastfeeding,17 and how employment can 
affect breastfeeding are common study topics.12 There are no identified studies that focus 
specifically on the influences of diet, employment, post-partum depression, birth complications, 
and many other factors for multiple infant breastfeeding. Most randomized trials use singleton 
populations to investigate factors that influence breastfeeding. There is a lack of information 
specific to multiples for many issues that are known to influence breastfeeding among singletons.  
Depending on maternal preference and singleton versus multiple births, breastfeeding can 
be seen as time consuming and stressful or easy and time-saving.18,19 Yokoyama et al. (2004) 
found a difference in maternal feelings regarding singleton or multiple pregnancy; mothers 
expecting multiples were more likely to experience anxiety related to the pregnancy.20 It can be 
concluded that multiple pregnancy is more stress inducing, therefore mothers may have to 
overcome additional obstacles, beyond those of singleton mothers, to breastfeed their infants.  
There have only been a few empirical studies that directly compared singleton and 
multiple breastfeeding patterns. Geraghty et al. (2005) examined the human milk expressing 
rates of mothers of singletons and multiples.2 Their sample included 358 women who gave birth 
in 7 counties in Ohio or northern Kentucky in the area around Cincinnati Children’s Hospital in 
1999. In addition to public domain information provided by the Child Policy Research Center, 
the women were contacted when their children were 2 or 3 years old and asked to complete a 
self-administered survey and a phone interview. Their hypothesis was that the mothers of 
multiples would be more likely to express milk. However, the results found that between mothers 
of preterm singletons, term singletons, preterm multiples, and term multiples there were no 
significant differences in the percentage of women who reported pumping at least once during 
the first six months after birth.2 An article written using the same dataset found that preterm 
multiples were provided with human milk less often than the other three groups at every time 
period studied, with term singletons maintaining the highest rate of 56% exclusively breastfed at 
2 weeks postpartum.9 In support of previous conclusions, Yokoyama et al. (2006) found that the 
rate of “exclusive breastfeeding among twins or triplets was significantly lower than among 
singleton babies.”21  
Not only are there differences between singleton and multiple births, but there are also 
differences between twins and HOMs. In the MOST survey, 77% of a sample of 52 mothers of 
quintuplets provided some human milk for an average of 13.5 weeks.7 HOMs rates are similar to 
breastfeeding initiation rates of twins,5 but it may take more motivation and perseverance for 
mothers of HOMs to begin and maintain milk supply. Szucs et al. (2009) reported a case study 
about a mother with quintuplets who had to overcome many obstacles, such as lack of nurse 
support and insurance coverage for donated human milk, but she was able to exclusively feed her 
infants human milk for 7 months.7 The only major difference between mothers of twins and 
mothers of HOMs is the amount of breastfeeding or expressing that occurs throughout the day. A 
mother of quadruplets may breastfeed 12 – 34 times per day,22 a set of triplets may feed 18 – 27 
times per day23 and twins may be fed closer to 8 – 12 times each.5 Research has found that 
mothers of triplets and quadruplets are able to provide nutrition sufficient for appropriate infant 
growth.6,22,23 Despite the milk produced being equal to the demands of HOMs, mothers have to 
employ different tactics to feed all the infants; this may include bottle-feeding one infant with 
expressed milk or formula, breastfeeding simultaneously and then offering the third infant both 
breasts, etc. The difficulty of breastfeeding HOMs, including the time commitment and practical 
methods needed, can further hinder mothers in achieving their breastfeeding goals.   
Obstacles to Breastfeeding Multiples. Studies on breastfeeding singletons cite 
“perception of inadequate milk supply, sore nipples, leaking breasts, and the need for frequent 
feedings” as major reasons women discontinue breastfeeding.3,24 Several studies note that 
although these challenges may influence mothers of multiples, they are faced with unique 
circumstances that they have to overcome to maintain breastfeeding. There are several key 
obstacles associated with breastfeeding multiples which include preterm birth complications, 
length of hospital stay, maternal demographics and health status, delayed lactogenesis and 
perception of inadequate milk supply, insufficient resources and lack of prenatal, in-hospital, and 
postnatal education, and deficient support from partner, family or health providers.  
Around 40% of twins and 90% of triplets are born both preterm and low birth weight19 
and therefore are more likely to be fed expressed milk or formula exclusively, at least initially.2 
In general, preterm babies have more trouble with breastfeeding due to immature gastrointestinal 
and neurological function, poor sucking ability, and lack of coordination of breathing and 
swallowing.25 Therefore, breastfeeding on an on-demand basis may be hard for preterm infants 
who are unable to self-regulate their sleep, wakefulness and response to hunger.19,26 Mothers of 
multiples who persevere through the initial breastfeeding challenges often find that the turning 
point when breastfeeding became manageable was related to the physical maturity of the infant.26  
Additionally, length of hospital stay tends to be longer for preterm infants. This is 
important to note because Kirchner et al. (2009) found that the longer the infants are in the 
hospital, the shorter the duration of breastfeeding.27 The timing of discharge is important as well. 
Staggered discharge is associated with difficulties maintaining breastfeeding.5,9 The mother will 
have to coordinate care of the infants at home, her expressing schedule, and going to the hospital 
to feed and care for the infant(s) remaining there; this is a major barrier for mothers of multiples 
who are already fatigued and potentially experiencing health problems.22  
The mother’s demographic characteristics and maternal health issues are also associated 
with poorer breastfeeding outcomes. Population-based research on multiple births has found that 
smoking, lower education level and younger maternal age are associated with early cessation.13,28 
Östlund et al. (2009) found that smoking at first antenatal care visit and lower education level 
were associated with cessation of breastfeeding by 6 months of age.11 Stress is believed to 
interfere with lactation29 and mastitis or other breast complications may occur. It is also 
important to monitor the mother’s mental health status in addition to their physical condition. 
Depression may be associated with early cessation of breastfeeding3 and higher levels of anxiety 
are associated with infants being bottle-fed.20,30 Maternal medical complications, both emotional 
and physical, can have a negative impact on duration of breastfeeding and potentially 
compromise milk supply.8,31 
The amount of breast milk that mothers can produce is on a supply and demand 
basis.2,3,22,30 Mothers of singletons tend to produce 600 – 800 mL per day of human milk, while 
mothers of twins and triplets can produce between 1 – 2 L per day during the first several 
months.5 A key to maintaining breastfeeding is to work on establishing an adequate milk supply 
early in order to promote maternal confidence. Women who push through initial problems 
associated with breastfeeding twins and HOMs can supply enough milk for all their infants.3,31 
Several case studies on triplets, quadruplets and quintuplets indicate that the mother was able to 
breastfeed all her infants if she chose to and barriers were low, with the quintuplets only getting 
supplemented with donated human milk and other mothers supplementing with formula or 
expressed milk in accordance with their goals.6,7,22,23 Despite research indicating that milk supply 
can be sufficient, one of the greatest barriers to breastfeeding multiples is that women feel their 
supply of milk is not enough to meet the infants’ nutritional needs.23,32 A mother’s worry about 
her milk supply may be “reinforced by negative perceptions of mother’s significant support 
person and health care providers.”8 Additionally, Leonard’s (2000) case study on breastfeeding 
triplets found that “presence of family assistance didn’t always result in increased 
breastfeeding.”23 Fear that the infants are not being fed enough and lack of support may cause 
women to supplement feedings with formula, which can lessen milk supply if they decrease the 
proportion of human milk feedings. A study in Japan found that multiples are 2.44 times more 
likely to be formula-fed, even though an established milk supply can nourish multiples.21  
As mentioned previously, having a non-cooperative partner can be an obstacle to 
breastfeeding and is associated with bottle-feeding.21 It has been suggested that “the father’s role 
and support may be even more important” with multiples than with singletons.11 There were no 
identified articles that specifically studied the father’s role in breastfeeding initiation or duration 
for multiples. In singletons, 80% of women surveyed by Arora et al. (2000) said that support 
from the father would have encouraged breastfeeding.33 Lack of provider support, family support 
and support after discharge can all impact the duration of breastfeeding for singletons, they likely 
do for multiples as well.34–36 Additionally, women often report that health care providers give 
insufficient education specific to breastfeeding multiples and women receive inconsistent advice 
while in the hospital about how to feed their infants.23,32  
Support for Breastfeeding Multiples. Providing optimal support for breastfeeding 
multiples starts during pregnancy, should be intensive during the hospital stay, and must 
continue after discharge in order to maximize effectiveness. Maternal motivation is cited as one 
of the most crucial elements of persevering through challenges and maintaining breastfeeding for 
longer durations.3,6,22 In order to gauge the mother’s motivation to breastfeed, prenatal education 
should be provided on the facts and strategies of multiples breastfeeding and goals should be 
outlined before the delivery. Prenatal education will be followed up by in-hospital support and 
then post discharge care, which are all key elements of successful multiples 
breastfeeding.18,27,30,32,37 
 A health provider, such as a clinical nurse specialist or lactation consultant, should guide 
the mother in establishing manageable, flexible goals and altering her plan as the infants 
progress.6,29 A chart to record daily feeding information is helpful to track progress, identify any 
issues, and reassure mother of appropriate infant behavior.5,38 Overall, the chart, goals and plans 
for multiple birth infants should “be flexible, reflect maternal goals and preferences, be modified 
as necessary, and address the needs of the mother, each infant, and the family unit.”19  
In order to support initiating breastfeeding, it is important to place the infant at the breast 
as early as possible, whether that is skin-to-skin contact following delivery or attempting a 
feeding.1,2 Expressing shortly after the delivery may be necessary if the infants are in a 
precarious medical situation. Either way, stimulation is needed to start the flow of milk. The 
earlier this is done, the more likely the mother is to maintain breastfeeding.2,10,23,39 
Physician support can play an important role in breastfeeding. They should be involved in 
educating the mother, establishing goals, and initiating breastfeeding.10 Szucs et al. (2009) 
conducted a case study on quintuplets, in which the mother said she felt encouraged by her 
neonatologist and that encouragement inspired all the other providers she interacted with in the 
NICU to support her plan as well.7 Having a consistent hospital staff member, such as a 
physician or lactation consultant, who works with the mother in the hospital and following 
discharge, can help maintain breastfeeding.6,19,22,28,30,40 This is supported by the case study 
conducted by Auer et al. (1994) in which a clinical nurse specialist made herself present at a 
majority of the feedings and helped mobilize all the other staff nurses to increase their support 
for the mother.6 The mother cited this support, which continued after discharge, as the major 
reason she gained the confidence to continue breastfeeding.6  
Not only does staff support help, but the setup of the hospital to promote mother-infant 
interaction can increase breastfeeding duration.1 New initiatives identified in the Breastfeeding 
Report Card of 2014 discuss having Baby-Friendly designated hospitals to promote rooming in 
and skin-to-skin contact, which help to establish milk supply and promote long-term 
breastfeeding.1,11,28,29 Kavanaugh et al. (1995) found that “research-based support services in the 
NICU have been demonstrated to be effective in preventing in-hospital breastfeeding failure.”26 
Kirchner et al. (2009) states that breastfeeding rates can be increased by “intensive 
encouragement and by giving active support to mothers during neonatal care.”27 Recent work has 
confirmed that hospitalized infants much more immature and medical fragile than previously 
thought can participate in skin-to-skin contact and various strategies aimed at encouraging oral 
feeds.41 
There are also a variety of supportive factors that come into play after discharge from the 
hospital. It is essential for the family to secure regular help and support for an extended period of 
time after discharge.5,7,23 Along with help, it is also important that the mother feels she has 
control over her time and her infants’ care in order to increase her self-efficacy.28 Within the 
home, test weighing can be used to reassure the mother that her milk is providing the infants with 
enough nutrition and that they are gaining weight appropriately.5,26,28 This reassurance is 
especially important for mothers of preterm multiples, who tend to seek “more objective and 
immediate feedback” that infants’ nutritional needs are being met.26 Reassurance from medical 
checkups should be provided by a lactation consultant or other medical professional who 
supports the family during their transition from the hospital to their home.5,10,23,30 Continuation of 
care and establishment of a regular support system, as well as someone who is available to ask 
questions and voice concerns to, can increase maternal confidence. Despite the obstacles these 
mothers may face, Liang et al. (1997) concluded that when provided with an established 
program, experienced staff, and sufficient support, rate of successful breastfeeding in singletons 
and multiples is not significantly different.25  
Factors with Mixed Results. The aforementioned obstacles and supports have been 
fairly well researched specific to multiples. There are several factors that have produced mixed 
results in the literature. McGovern (2014), who conducted a study with three mothers of twins, 
found that previous breastfeeding experience might be important.42 However there is mixed 
research on whether being primiparous or multiparous is more advantageous when a mother has 
multiples.13 Östlund et al. (2009) found that term twins were breastfed longer if the mother was 
multiparous.11 This confirms prior research on the impact of parity in singletons and multiples21 
but is also contrary to other studies.27 One possible explanation for the contention is that 
multiparity is not beneficial if the multiples are preterm.11,13  
Low birth weight may also influence breastfeeding. Women who ceased breastfeeding at 
1 month postpartum often had one twin with a lower birth weight8 and Yokoyama et al. (2006) 
found that the “birth weight of infants of mothers who chose bottle-feeding was significantly 
lower than that of infants of mothers who chose exclusive breastfeeding or mixed-feeding.”21 
However, this variable is not always identified as influential on breastfeeding, for example in a 
study on premature infants by Kirchner et al. (2009).27  
Though only mentioned in passing, it is possible that deconditioning as a result of bed 
rest during a high-risk pregnancy may impact milk production.8 There were no studies that 
focused specifically on this variable, but it could be included under the influence of mother 
health status. Yokoyama et al. (2006) found that there was a significantly higher rate of mothers 
with poor health status who choose to bottle-feed, even compared to mixed-feeding.21  
There has been some research done about the impact of pacifier use on breastfeeding 
duration with twins and HOMs.10,18 Some say that it shortens the breastfeeding duration and may 
cause nipple confusion.10,18 But others find that it can promote non-nutritive sucking skills in 
preterm infants, which can decrease the time it takes for twins to successfully nipple feed.25 
Nipple shields have also been mentioned to cause nipple confusion but some research has found 
that they do not shorten the duration of breastfeeding in premature infants.31  
Support from national and local multiples families clubs or organizations is cited as both 
positive and negative.42 McGovern found that the three mothers of twins she interviewed in New 
Zealand felt it was very valuable to talk to other mothers of twins about their breastfeeding 
experience.42 However, some have stated that they were discouraged by women in their local 
groups because other women did not believe it was possible to breastfeed HOMs.22 Leonard 
(2000) found that women of triplets tend to prefer to talk with and get support from other 
mothers of triplets, as opposed to mothers of twins and she cited that the results were mixed on 
the helpfulness of support groups.23 The mixed results may be based on differences in number of 
infants the women in the group have and the personal opinions of the women present, which 
could be either encouraging or harmful.  
Discussion 
Limitations of Current Research. Research focused on the breastfeeding of multiple 
infants is a relatively new addition to the literature, especially since 2000. Multiple births are less 
common than singleton births and this can present sample size issues for clinical studies. It 
should be noted that the studies included in this review have sample sizes ranging from 10 to 
1,787, with only 3 having a sample that exceeds 200. Due to these articles typically having a 
small and often convenience sample of multiples, the results may not be generalizable. 
Additionally, too few empirical studies exist to provide adequate evidence to inform practical 
guidelines. More recent articles identify that there is an increasing awareness of the importance 
of creating said guidelines, but there has not been an attempt, via controlled studies with 
adequate sample sizes, to fill in the knowledge gaps necessary to create evidence-based 
recommendations on how to breastfeed multiple infants.  
Research Gaps and Impact on Development of Guidelines. It is often mentioned in the 
literature that there are gaps in our knowledge of breastfeeding multiples, a lack of research-
based guidelines, and inconsistent advice given to these mothers regarding initiating and 
maintaining breastfeeding.3,4,6,9,11,18,21–23,26,31,40,43 For example, it was common practice to 
recommend that the mother assign a breast to each infant for feeding. However, it is known that 
alternating breasts can help to maintain and increase milk supply depending on the feeding 
patterns of the infants.18,38,43 Cinar et al. (2013) conducted a study in Turkey in which all ten 
mothers received this advice and then discontinued the practice when they were discharged 
because it was incompatible with the reality of their breastfeeding twins.18 Not only are mothers 
of multiples left confused upon receiving unhelpful advice and mention wanting better in-
hospital educational support,18,23 but nurses also feel that they would like in-services on 
breastfeeding multiples so they can better inform families.18 Another important example is the 
protocol in some NICUs is to establish bottle-feeding and then transition the infant to the 
breast.31 However, to the extent infants are medically stable enough, “infants remain more 
physiologically stable during” breastfeeding and it allows them better control over the flow of 
milk.31 In a preterm infant this is essential because it helps them learn to coordinate sucking, 
breathing, and swallowing. Mothers who wish to breastfeed should not have this delayed just to 
establish bottle-feeding first because that is not a research-based requirement for the 
development of preterm infant feeding. The discrepancy between provider advice and research 
emphasizes the need to create guidelines that are not based on opinion or common practice. 
Currently, the most important objectives for research are to identify the greatest obstacles to 
initiating and maintaining breastfeeding of multiples and then establish early interventions to 
give the mothers the best chance of completing their breastfeeding goals.3,4,8,9 
Conclusion 
 This systematic review of literature regarding breastfeeding multiples has synthesized 
material from relevant articles in order to compile information about the obstacles and supports 
that influence a mother breastfeeding her set of multiples. This review can serve as a basis for the 
development of a study whose aim is to gather evidence and create guidelines for breastfeeding 
multiples. The current literature on breastfeeding multiples, which comes together in this review, 
provides an adequate base for establishing and testing guidelines. The importance of this future 
task should be emphasized because it is clear through CDC recommendations that maintaining 
breastfeeding is important for infant health. The unique population of twins and HOMs requires 
more extensive research in order to provide evidence-based support for mothers and help them 
breastfeed at rates comparable to singletons. Providing the parents of sets of multiples with 
reliable information will allow them to set and follow their own breastfeeding goals and provide 






Support Factors that Influence Mothers’ Decisions to Breastfeed Twins and Triplets for at least 
12 Months 
Introduction 
In the United States, the total number of registered births was 3,988,076 in 2014.1 Of this 
number, there were 135,336 twins, 4,233 triplets, 246 quadruplets, and 47 quintuplets or higher-
order multiples (HOMs).44 The multiples birth rate is up 1% from 2013, though it is lower than 
the peak years of 2006 – 2009.45 In 2014, 79.2% of all US infants were breastfed post-delivery, 
but at 6 months the proportion drops to 49.4% and then drops again to only 26.7% at one year.1 
While these rates are an improvement compared to the last several years, there is still concern 
about maintaining breastfeeding for the duration recommended by the World Health 
Organization (WHO). Infant nutrition guidelines from WHO state that exclusive breastfeeding is 
recommended until the infant is 6 months old and should be continued up to 2 years of age with 
the proper supplemental foods.46 Initiation rates for multiples are close to that of singletons, with 
around 70% or more mothers of multiples beginning breastfeeding, however at 6 months only 
around 25% of twins and 15% of triplets receive breast milk.4 These rates are not up to the 
standards set by WHO nor do they meet the goals outlined in Healthy People 2020. While having 
multiple infants poses a unique challenge to breastfeeding, “virtually all mothers can breastfeed, 
provided they have accurate information, and the support of their family, the health care system 
and society at large.”46 This statement may seem obvious, but mothers of multiples often do not 
receive adequate support and education. 
 Current research has only just started to recognize the need for empirical information to 
establish breastfeeding guidelines for mothers of multiples. Several papers have been written 
regarding a cohort of women who gave birth in 1999 at Cincinnati Children’s Hospital Medical 
Center. The authors compared pumping rates and human milk feeding rates between mothers of 
multiples and mothers of singletons.2,4,9 They found no difference in the percentage of mothers 
who pumped based on multiple gestation or length of pregnancy,2 although premature multiples 
were provided with human milk less often than term multiples, preterm singletons, and term 
singletons.9 They concluded that are more barriers to breastfeeding for premature multiples due 
to factors such as inability to nurse at the breast initially, staggered discharge, etc.9 Despite issues 
surrounding prematurity, mothers of multiples did not appear to make discrepant feeding choices 
in the first 6 months.4 Other studies have researched the duration and reasons for cessation of 
breastfeeding multiples.3,8 In a cohort of 123 women who were all part of an national support 
group for mothers of twins, Damato et al. (2005) found that 89.4% of these women initiated 
breastfeeding or a milk supply via pumping.3 This paper concluded that it is important to 
establish a milk supply early and by pushing through the initial difficulties, they will be able to 
provide a high percentage of breast milk feedings.3 The papers based on this cohort identified 
barriers that may affect breastfeeding multiples and emphasized the importance of providing 
early intervention to extend the duration of breastfeeding.3,8 In a population-based study 
conducted by Ostlund et al. (2009), they found that education level of upper secondary school or 
less, lower maternal age, and smoking at the first antenatal visit were all associated with 
cessation of breastfeeding before 6 months. A study by Yokoyama et al. (2004) concluded that a 
mother’s decision to bottle-feed was significantly associated with non-cooperation of the 
husband and degree of anxiety mothers felt about multiple pregnancy.20 Not surprisingly, 
mothers with multiples have additional barriers to overcome compared to mothers of 
singletons.9,21,25 Many articles suggest that early intervention and support, both from medical 
professionals, the woman’s partner, and other significant persons, are important for completing 
the mother’s breastfeeding goals.2,3,6,7,20,22,28,30,40 There is a clear call for establishing evidence-
based guidelines for mothers of multiples in order to support initiation and maintenance of 
breastfeeding.  
This study aims to determine the specific characteristics of mothers of multiples who 
have been able to breastfeed for over a year and identify the support factors that were most 
helpful to their experience. The first objective of this study is to identify the demographic 
characteristics of women who breastfed multiples for more than a year. Then, the goal is to 
determine what factors these women found most important in supporting their breastfeeding and 
how those factors are related to demographics. The third question addressed is whom the women 
discussed their decision to breastfeed with and if they chose not to talk with someone, what was 
the reason? Overall, the results of this study hope to inform guidelines that can be used to 
educate providers and mothers of multiples, thus decreasing confusion and difficulty associated 
with breastfeeding multiples and increasing the rates of initiation and maintenance of 
breastfeeding.  
 
Materials and Methods 
“Breastfeeding Beyond One Year of Age” is a self-administered questionnaire that was 
created using Survey Monkey. Through the La Leche League (LLL), a prominent international 
breastfeeding group, the survey was distributed in 2013 via email, online support groups, list-
serves and various social media platforms. The LLL’s connections lead to widespread data 
collection around the world. The main countries involved were the Unites States, Canada and the 
UK. The survey included questions on demographics (maternal age, education level, etc.), 
various types of support the women received (spouse, family, friends, and several types of 
physicians) and how the support affected the conversations the women had about breastfeeding. 
Additionally, respondents were asked to report on breastfeeding circumstances for each child and 
rate a list of factors that were of importance to their continued breastfeeding. In order to qualify 
for this analysis, a woman had to have breastfed at least two babies in a set of multiples for at 
least 12 months. Women were not eliminated if they breastfed one baby longer than the other, as 
long as the shortest duration was at least 12 months. If a woman had an infant die in a set of 
triplets but breastfed her other two infants for at least 12 months, she was also included. All 
women who indicated that they had a twin die in utero were not eligible. Irish twins are also 
excluded from this study. The mothers in the sample who had twins but did not breastfeed over 
12 months were excluded even if they had breastfed a singleton for at least 12 months. The total 
sample used includes 1,173 women who had multiples they breastfed for beyond 12 months.  
Data Analysis 
Data was managed and analyzed using STATA 14. In order to determine the 
demographic characteristics of the sample, percentages and sample size (n) were tabulated 
(Table 1). The main focus of this analysis is the support that women received and how that 
impacted their decision to breastfeed for over 12 months. The survey question “Rate the 
importance of the following factors in your decision to breastfeed beyond 12 months of age” was 
used to determine which support factors are typically ranked highest for mothers of multiples 
(Table 2). Chi-square tests were done to see if any demographic characteristics were correlated 
with support factors (Table 3). Additionally, the survey asked a series of questions regarding the 
mother’s interaction with her child’s primary care provider, the healthcare provider for 
pregnancy and delivery, her own general healthcare provider, her mother, her closest friend and 
her partner and if she discussed her decision to breastfeed beyond 12 months with them. For the 
remainder of the analysis, the total sample used was 699 because the support questions were only 
asked regarding the oldest child the women breastfed for 12 months. Thus, women whose oldest 
child breastfed for 12 months was not a multiple were excluded from the support factor analysis. 
The sample size and percentages for the question, “Did you discuss your decision to breastfeed 
beyond 12 months with…?” were tabulated. Log binomial regression was used to calculate the 
relative risk and confidence interval for each potential source of support and each demographic 
variable (Table 4). Log binomial regression was used because outcomes were not rare and 
allowed estimation of relative risks. However for partner support, logistic regression was used to 
calculate an odds ratio and confidence interval because the log binomial model failed to 
converge. For women who choose not to discussion their decision with the child’s general 
practitioner, the obstetrician or her own general practitioner, the survey asked why they choose 











































Notes: Percentages may not add to 100 due to rounding  
Missing data: 184 maternal age, 182 highest level of education, 181 living in US/ outside of US, 184 ethnicity, 184 race 
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Demographics of Women who Breastfed Multiples for Over 12 Months 
Table 1 provides the demographic characteristics for this sample of women who had 
multiples they breastfed for over 12 months. 62.7% of the women in this sample were between 
the ages of 30 – 39 and 80% of the women had achieved some type of college degree, ranging 
from an Associate’s to a Doctorate or Professional degree, with a majority holding a Bachelor’s. 
Majority of the sample was collected in the United States and were white, non-Hispanic women. 
Most of the women in the sample had two or three children and most breastfed two or three 
infants for more than 12 months. 
  
Table 2 Factors that Influenced Mothers with Multiples’ Decision to Breastfeed for Over 12 












































Notes: Percentages may not add up to 100 because of rounding  
Missing data: 199 responses  
  
 Not Important/ Somewhat Important 
Important/ Very 
Important Not Applicable 






















































































Factors that Influenced Mothers with Multiples’ Decision to Breastfeed for Over 12 Months 
Table 2 provides information regarding various factors that women ranked as either not 
important/somewhat important or important/very important in their decision to breastfeed over 
12 months. Only 47.3% percent of women identified that their child’s primary care doctor 
recommendations were not important/somewhat important, and 49.6% indicated that their 
doctor’s recommendations were not important/ somewhat important. Around 60% of women felt 
that family members’ and/or friends’ recommendations were not important/somewhat important. 
Although doctors, family, and friends were not typically ranked as important in the breastfeeding 
decision, 70.6% said that partner support was important or very important. In addition to partner 
support, nutritional value of breast milk and the other health benefits that can be gained from 
breastfeeding were indicated as important/very important by over 98% of the women. Creating a 
strong bond with the child and the child enjoying breastfeeding were each ranked as 
important/very important by around 97% of the women. Eighty-seven percent of mothers 
indicated that their own enjoyment of breastfeeding was important/very important in their 






Table 3 P-values from Chi-Square and Fisher’s Exact Tests to Determine Associations between Demographic Characteristics and 
Factors that Influenced the Decision to Breastfeed Multiples for Over 12 Months (2016, n=1,173) 
Mothers either indicated that the following factors were not 
important/somewhat important or important/very important 
Mother’s age at the time 
of survey  
Mother’s highest 
level of education Country of residence Hispanic Race 
Total number of 
children 
Total number of children 
breastfed over 12 months 
Child’s primary care provider’s recommendation 0.79 0.85 0.70 0.77 0.31 0.91 0.31 
Mother’s doctor’s recommendation 0.50 0.65 0.97 0.28 0.13 0.78 0.69 
Spouse, partner, or significant other’s support 0.06 0.57 0.42 0.04 0.32 0.05 0.19 
Family members’ recommendations 0.16 0.55 0.54 0.28 0.93 0.28 0.14 
Friends’ recommendations  0.55 0.10 0.49 0.75 0.29 0.57 0.33 
Ethnic background and/ or cultural beliefs 0.62 0.16 0.08 0.24 0.70 0.37 0.19 
Breastfeeding is cheaper than buying formula <0.01 0.01 0.42 0.02 <0.01 0.04 0.37 
Nutritional value of breast milk <0.01a 0.09 a 0.70 a 0.51 a 1.00 a 0.17 0.41 
Other health benefits  <0.01 a 0.06 0.99 a 0.77 a 0.47 a 0.05 0.21 
Building a strong bond with child 0.29 a 0.13 a 0.78 a 0.61 a 1.00 a 0.83 a 0.47 a 
Mother enjoys breastfeeding 0.33 0.11 0.65 0.47 a 0.22 <0.01 <0.01 
Child enjoys breastfeeding 1.00 a 0.58 a 0.37 a 0.40 a 0.27 a 1.00 a 0.49 a 
Child refuses to drink from bottle or cup 0.97 0.24 0.45 0.04 0.34 0.73 0.48 
The percentages listed in the following section are the percentage of 
women in each category who ranked the support factor as important/ 
very important. Example: 76% of non-Hispanic women ranked partner 
support as important/ very important 
The questionable results for nutritional value and other health 
benefits have been resolved. The percentages I copied into this 
table were from only a select part of the sample. The correct ones 
(which match what I used for the chi-square) were only slightly 
different but enough that the results make more sense. 
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Three children 
Four children  






      
Breastfeeding is cheaper than buying formula Maternal age 
18 – 29 years 
30 – 39 years 







































Nutritional value of breast milk Maternal age 
18 – 29 years 
30 – 39 years 





        
Other health benefits Maternal age 
18 – 29 years 
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Notes: a p-values presented are from Fisher’s Exact Test. All values bolded are “significant,” with a p-value being less than 0.05. 
Missing data: 199 response 
  
Chi-Square and Fisher’s Exact Test Results to Determine Associations between Demographic 
Characteristics and Factors that Influenced the Decision to Breastfeed Multiples for over 12 
months 
Maternal age at the time of the survey was found to be associated with three influencing 
factors. The older the women were, the less and less likely they were to indicate that 
breastfeeding being cheaper than formula was important to their decision to breastfeed over 12 
months (p=<0.01). 100% of the youngest and 93% of the oldest groups of women indicated that 
the nutritional value of breast milk was important to their decision and women in the age ranges 
of 30 – 39 had around 98% indicate the importance of nutritional value (p=<0.01). Similarly, 
90% of the middle age group and 93% of the older group indicated that other health benefits 
associated with breastfeeding were important in their decision, compared to 99% of the other two 
groups (p=<0.01). There were no other associations found between a mother’s age and factors 
that influenced her decision. 
As mother’s education level increased, breastfeeding being cheaper than formula 
decreased in importance (p=<0.01). No other associations were found between mother’s 
education level and the various decision-making factors. Additionally, there were no associations 
between country of residence and any of the factors included in the survey.  
Hispanic mothers were more likely than non-Hispanic mothers to indicate that partner support, 
the fact that breastfeeding is cheaper than formula, and their child refusing to rink from a cup 
were important influences (88%vs.74%, 74%vs.56%, 52%vs.33% respectively). Most women, 
55% of white women and 75% of non-white women, indicated that breastfeeding being cheaper 
than formula was important in their decision to breastfeed for more than 12 months (p=<0.01). 
There were no other associations found between ethnicity or race and factors associated with the 
mother’s decision to breastfeed for more than 12 months.  
 The importance of partner support increased as the number of children did, expect for the 
3 children category (p=0.05). Women with more children were increasingly likely to say that 
breastfeeding being cheaper was important in their decision to breastfeed for over 12 months 
(p=0.04).  
The more children a woman had the more likely she was to feel that her enjoyment of 
breastfeeding was important to her decision to breastfeed for over 12 months (p=<0.01). The 
same association was found with the number of children a woman breastfed over 12 months 
(p=<0.01). Women with fewer children were more likely to feel that other health benefits 
associated with breastfeeding are important (p=0.05). There were no additional associations 
found for the total number of children or total number of children breastfed beyond 12 months. 
Table 4 Log Binomial Regression/ Logistic Regression to Assess the Relationship between Demographics and Discussion of the 












of mother’s general 
healthcare 
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I discussed my decision to breastfeed 
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 RR CI RR CI RR CI RR CI RR CI OR CI 
Maternal Age (at the time of survey 
completion) 
 18-29 (ref) 
            
30-39 1.06 0.80-1.40 0.81 0.55-1.17 1.29 0.77-2.17 0.93 0.82-1.05 0.86 0.76-0.97 0.57 0.19-1.68 
40-50 1.12 0.81-1.55 0.90 0.58-1.40 1.80 1.03-3.13 0.71 0.58-0.86 0.86 0.73-1.02 0.29 0.09-0.91 
Highest level of education             
High school degree or less 0.86 0.63-1.17 1.16 0.78-1.73 1.11 0.74-1.67 0.97 0.83-1.15 1.06 0.91-1.23 1.43 0.50-4.05 
Associate’s or some college  0.94 0.65-1.37 1.19 0.73-1.94 0.57 0.29-1.13 1.02 0.84-1.23 0.98 0.80-1.19 0.80 0.28-2.31 
Bachelor’s (ref)             
Master’s 1.06 0.84-1.35 0.88 0.59-1.31 0.60 0.38-0.94 0.92 0.79-1.06 0.92 0.79-1.06 0.70 0.34-1.47 
Professional or Doctoral Degree 1.04 0.75-1.43 1.03 0.62-1.70 0.99 0.60-1.63 1.13 0.97-1.31 1.02 0.85-1.22 1.08 0.35-3.40 
Country of residence 
United States (ref) 
            
Europe 0.48 0.26-0.88 0.49 0.21-1.12 0.66 0.29-1.51 0.91 0.72-1.16 0.77 0.58-1.03 0.38 0.15-0.98 
Canada 0.78 0.49-1.24 0.81 0.41-1.60 1.40 0.80-2.41 0.80 0.59-1.08 0.90 0.70-1.16 0.43 0.15-1.17 
Other 0.62 0.37-1.03 0.86 0.47-1.55 1.84 1.18-2.86 0.10 0.81-1.23 0.92 0.72-1.16 0.90 0.26-3.10 
Ethnicity 
 Not Hispanic or Latino (ref) 
            
Hispanic or Latino 0.98 0.62-1.55 0.88 0.43-1.80 1.91 1.15-3.15 0.98 0.75-1.27 0.88 0.64-1.19 1.06 0.24-4.63 
Race 
White (ref) 
            
Other 0.87 0.57-1.33 1.95 1.35-2.84 1.52 0.95-2.45 0.85 0.65-1.10 0.84 0.64-1.09 1.56 0.36-6.71 
Number of children 
2 (ref) 
            
3 0.83 0.67-1.02 1.11 0.83-1.50 0.80 0.55-1.16 0.87  0.77-0.98 0.82 0.71-0.94 0.36 0.18-0.73 
4 0.77 0.52-1.13 0.89 0.50-1.58 1.05 0.61-1.80 0.66 0.49-0.88 0.90 0.72-1.12 0.32 0.12-0.87 
5 or more 0.55 0.26-1.18 0.37 0.01-1.41 0.63 0.22-1.81 0.41  0.21-0.79 0.79 0.52-1.17 0.16 0.05-0.56 
Number of children breastfed 
beyond 12 months 
2 (ref) 
            
3 0.95 0.76-1.20 1.05 0.75-1.47 1.14 0.79-1.64 0.86 0.74-0.99 0.80 0.68-0.95 0.44 0.22-0.86 
4 or more 0.53 0.26-1.08 0.65 0.26-1.61 0.91 0.41-2.04 0.60 0.39-0.91 0.82 0.59-1.13 0.27 0.09-0.78 
Notes: Odds ratio was used for the partner discussion variable because some cells were too sparse to permit the log-binomial model to run. Total sample size is 699, 
which is the number of women whose oldest child was a multiple they breastfed for over 12 months. (ref) indicates which category was used as the reference group in 
the regression model 
Missing data: 119 child’s healthcare provider, 125 healthcare provider for pregnancy and delivery, 163 primary provider of mother’s general healthcare, 141 mother, 
149 closest friend, 124 partner 
 
Discussion with Sources of Support in the Mother’s Decision to Breastfeed Her Multiples for 
Over 12 Months 
 Slightly over half (56.4%) of the women in this sample did not discuss their decision to 
breastfeed their multiples for beyond 12 months with their child’s healthcare provider. Well over 
half of the women did not discuss their decision with the healthcare provider whom they saw 
during their pregnancy and for the birth (74.4%) and/ or the primary provider of their own 
general healthcare (76.7%). Around 70% discussed their decision with their mother and/or their 
closest friend and 92.2% discussed their decision to breastfeed for more than 12 months with 
their partner.  
Log Binomial Regression/ Logistic Regression to Assess Relationship between Demographics 
and Discussion with Sources of Support 
 Women ages 40 – 50 were 1.8 times as likely to discuss their decision to breastfeed over 
12 months with the primary provider of their general healthcare as women ages 18 – 29 
(CI=1.03-3.13) and they were 0.71 times as likely to discuss their decision with their mothers 
(CI=0.58-0.86). Additionally, women who were 40 – 50 years old had much lower odds of 
indicating that they discussed their breastfeeding decision with their partner than women ages 18 
– 29 (OR=0.29, CI=0.09-0.91). Women ages 30 – 39 were 14% less likely to talk to their closest 
friend about their decision as women ages 18 – 29 (CI=0.76-0.97). 
In addition to maternal age, there were several other demographic factors compared to 
discussion of the woman’s decision to breastfeed for over 12 months. The second demographic 
analyzed was the mother’s highest level of education. Women with a Master’s degree were 40% 
less likely to talk to their general practitioner about their breastfeeding decision than women with 
a Bachelor’s (RR= 0.60, CI=0.38-0.94). Women in Europe were 52% less likely to talk to their 
child’s healthcare provider about their breastfeeding decision than women in the United States 
(RR=0.48, CI=0.26-0.88). Women who selected the ‘other’ option for country of residence were 
1.84 times as likely to discuss their decision with the primary provider of their general healthcare 
as the reference group (CI=1.18-2.86). Women in Europe had slightly lower odds than women in 
the US of discussing their breastfeeding decision with their partner (OR=0.38, CI=0.15-0.98). 
For race and ethnicity, Hispanic women were almost 2 times as likely as non-Hispanic women to 
discuss their breastfeeding decision with their general care provider (RR= 1.91, CI=1.15-3.15).  
Several relationships were found for number of children and number of children breastfed 
for over 12 months. Women with 3 children were slightly less likely to discuss their decision 
with their mother than women with 2 children (RR=0.87, CI=0.77-0.98). Women with 4 children 
were 34% less likely (RR=0.66, CI=0.49-0.88) and women with 5 or more were 59% less likely 
to discuss their decision with their mother (RR=0.41, CI=0.21-0.79). Women with 3 children 
were 0.82 times as likely to talk to their closest friend about their breastfeeding decision as the 
reference group (CI=0.71-0.94). As the number of children a woman has increased, the odds of 
discussing their decision to breastfeed over 12 months with their partner decreased (3 children: 
OR= 0.36, CI= 0.18-0.73; 4: OR= 0.32, CI= 0.12-0.87; 5 or more: OR=0.16, CI=0.05-0.56). 
Women who breastfed 3 children beyond 12 months were slightly less likely to discuss their 
decision with their mother than women who breastfed 2 children beyond 12 months (RR=0.86, 
CI=0.74-0.99) and women who breastfed 4 or more children beyond 12 months were 40% less 
likely to talk to their mothers about their breastfeeding decision than the reference group 
(RR=0.60, CI=0.39-0.91). Women who breastfed 3 children beyond 12 months were 0.80 times 
as likely to talk to their closest friend about their breastfeeding decision than women who 
breastfed 2 children beyond 12 months (CI=0.68-0.95). The more children a woman breastfed for 
over 12 months, the lower the odds of talking to their partner about their decision (3 children: 
OR=0.44, CI=0.22-0.86; 4 or more: OR=0.27, CI=0.09-0.78).  
  
Table 5 Reasons Women Indicated for Choosing Not to Discuss Their Decision to Breastfeed for 
Over 12 Months with Three Types of Physicians (2016, n=699) 
Notes: Percentages may not add up to 100 because of rounding  
Missing: 326 child’s healthcare provider, 211 healthcare provider for pregnancy and delivery, 228 primary provider of mother’s general healthcare  
  
 Child’s healthcare provider 
Healthcare provider 
for pregnancy and 
delivery 
Primary provider of 
mother’s general 
healthcare 
I did not see this healthcare provider 
around the time that I decided to nurse 
beyond 12 months of age 
−− 217 49.2% 
213 
48.6% 
I did not feel comfortable discussing it 







I was afraid my healthcare provider would 







I felt I did not need additional support 












Total 294 441 438 
Categories established from ‘Other 
(please specify)’ option on the survey     
The topic of my breastfeeding decision 
did not come up/ I did not set a 12-month 







I did not need medical advice on 
breastfeeding, therefore I felt the topic 







It was a parenting decision that I did not 
need to discuss because I did my own 
research, followed what was natural, or 












Total ‘other’ responses 79 47 33 
Reasons Women Indicated for Choosing Not to Discuss Their Decision to Breastfeed for Over 12 
Months with Three Types of Physicians 
 It is important to note that around 50% of women did not see the healthcare provider who 
took care of them during their pregnancy and delivery or the primary provider of her general 
healthcare around the time when they decided to breastfeed for over 12 months. Most of the 
women (80.6%) in the sample felt they did not need any additional support from their child’s 
general practitioner and around 45% felt they did not need any from one or several of the 
physicians mentioned. Through examining the free responses options, most women indicated 
that they felt it was their own decision not one for a doctor, it was never mentioned in an 
appointment with a physician, or it was not relevant either for discussion or to the medical care 
being received.  
 
Discussion 
A majority of the sample who participated in this online survey of women who breastfed 
their multiples for more than 12 months lived in the United States and included mostly white, 
non-Hispanic, well-educated women who were between the ages of 30 – 39. Typically, the 
women had either 2 or 3 children and had breastfeed 2 or 3 total children over 12 months. 
Factors typically ranked as only somewhat or unimportant in the mother’s decision to breastfeed 
for over 12 months include physician recommendations, family and friend recommendations and 
ethnic background. Important influences on the mother’s decision included partner support, the 
nutritional and other health benefits of breastfeeding, building a strong bond and the mother and 
child enjoying breastfeeding. Maternal age and number of children were the demographic 
characteristics most often associated with factors that influenced their breastfeeding decision. 
Younger mothers were more likely to value the nutritional and health benefits of breastfeeding. 
Women with more than 3 children were significantly more likely to indicate the importance of 
partner support, as well as the health benefits of breastfeeding and the mother’s enjoyment. 
Breastfeeding being cheaper than formula was more important for younger or less educated 
women, women from racial or ethnic minority groups, and women with more children. Most 
women did not discuss their decision with theirs or their child’s primary provider of healthcare 
or the provider for pregnancy and delivery; instead they discussed the decision with their partner, 
mother, and closest friend. The most common response for why women did not discuss their 
decision with a physician is that they felt they did not need additional support from that person. 
Another common reason cited was that the women simply did not visit said provider around the 
time she made the decision. As the number of children increased, women were less likely to seek 
support from their mother and their partner. Additionally, older women felt less inclined to 
discuss their decision with their primary care provider, their mother and their partner. Women in 
Europe were less likely to talk with their child’s healthcare provider and their partner about their 
decision. Hispanic women were more likely to discuss with their doctor than non-Hispanic 
women.  
Mothers of multiples have breastfeeding initiation rates that are similar to that of 
singletons. For example, Damato et al. (2005) found that 89.4% of 123 mothers with twins who 
were part of a national support group for mothers with twins initiated a milk supply via 
breastfeeding or expressing milk.3 But only 25% of twin infants and 15% of triplets were still 
receiving at least some human milk at 6 months, compared to 49.4% of singletons.1,3 The women 
in this study breastfed multiples for over 12 months, making them an extremely successful group 
of breastfeeders. Additionally, with 1,173 women in the sample, it is one of the largest in current 
research. The sample provides a unique opportunity to study what factors are important to 
women who had very successful breastfeeding experiences with multiples. 
The majority of women in this study did not discuss their decision to breastfeed for over 
12 months with any healthcare provider. The most common reason cited for a woman not 
discussing with her child’s primary care provider was that she did not need additional support. 
Additional reasons indicated include: it was a parenting decision, rather than one for their doctor, 
the topic did not come up during an appointment or they did not need medical advice so it was 
not relevant. Previous research on provider support of mothers with multiples mainly focuses on 
prenatal counseling and in-hospital breastfeeding support.18,30 It is possible that mothers feel 
these sources of in-hospital support are sufficient and do not feel the need to consult a physician 
about deciding to breastfeed post-discharge. However, some feel that healthcare professionals in 
hospital settings do not have enough information to assist mothers of multiples, which can lead 
to passing on of incorrect information and instilling doubt in the mother.5,10,18,26,31 It is more 
likely that the mothers in our sample felt they had other sources of support, such as their partner 
or family. It is also possible that the women got primary care provider support around the time of 
initiation and not when they decided to breastfeed long-term. Since the survey focused on the 
woman’s decision to breastfeed long-term, and not on whether she discussed breastfeeding 
difficulties, it is not appropriate to discount provider support for mothers of multiples. Research 
suggests that physicians do not have adequate knowledge to assist mothers of multiples and this 
leads to discouragement of attempting to breastfeeding multiple infants.47 It is encouraging that 
women in this sample felt they had enough support and information to decide to breastfeed for 
over 12 months without being influenced by a physician.  
Breastfeeding being cheaper than formula was an important factor in the breastfeeding 
decision of young or less educated women, minorities, and women with more children. Each of 
these demographic groups is typically associated with lower levels of breastfeeding initiation and 
duration.11,21,48,49 This finding is extremely important because it provides a clue as to how to 
reduce breastfeeding disparities among demographic groups. Breastfeeding interventions 
targeting minorities, women with lower education, and younger mothers should emphasize the 
economic benefits of breastfeeding in order to encourage higher rates of initiation and longer 
durations. There have been several studies done on the national costs of breastfeeding. The USA 
could save a minimum of $3.6 billion per year in health care and indirect costs if at least 75% of 
mothers initiated breastfeeding and half of those women breastfed for 6 months.50,51 
Internationally, it is also recognized that low breastfeeding rates have a substantial financial 
cost.52–54 In 2017, there was an incentive-based breastfeeding intervention that proved to be 
successful. Washio et al. conducted a randomized 2-arm parallel group study in which one group 
of women received monthly financial incentives contingent on breastfeeding for 6 months.55 
Directly paying women to breastfeed may not be the only way cost can influence breastfeeding 
rates. Future research should determine the impact of emphasizing the cost-effectiveness of 
breastfeeding over formula on breastfeeding duration. Specific to multiples, this factor is most 
likely more important than with singletons if parents are trying to save costs with additional 
children but it seems appropriate to apply to both populations. The estimated cost of formula 
feeding an infant for one year is between $1,138 and $1,733, though cost may vary depending on 
infant weight, brand of formula used and country of residence.56,57 If a woman wants to 
breastfeeding as well as pump, hospital typically rent pumps for $40 to $65 per month, typically 
with a deposit required as well as a $50 supply fee.58 Breastfeeding can incur some additional 
costs, largely those associated with pumping supplies, and those costs vary depending on the 
circumstances and preferences of the mother and child. Overall, it appears that breastfeeding it is 
more cost effective than formula feeding. Promoting the economic benefits of breastfeeding, in 
addition to other education resources, may encourage more women to consider breastfeeding, 
especially in the long-term.  
There was an overwhelming response of the importance of the nutritional value of breast 
milk, the other health benefits associated with breastfeeding, and the bond and enjoyment the 
mother and child receive from breastfeeding. Several studies on singletons confirm the 
importance of the nutritional value of breast milk and “breast being best.”33,59 In order to increase 
breastfeeding rates for mothers of multiples, educational resources and information should 
emphasis the health and relationship benefits that breastfeeding brings. Though there are not 
practical guidelines available for mothers of multiples and they often do not receive adequate 
breastfeeding support, it is important to note that mothers in this survey valued breastfeeding 
because it provided an enjoyable bond with their child and has many health benefits. 
Emphasizing the positive outcomes of breastfeeding may encourage mothers of multiples to 
overcome challenges they face, despite not having clear medical guidelines for them to follow.  
A major strength of this study is that it was not done using a convenience sample because 
much of the current literature on breastfeeding multiples is based on convenience samples or 
case studies. There was a low portion of the sample that was of Hispanic ethnicity or of a race 
other than white, but our percentage of minority populations is average or greater than the 
proportions found in other breastfeeding research, which is typically less geographically diverse 
as well. The greatest strength of this study is the large sample size (1,173) of women who 
breastfed multiples for over a year. The amount of women and the duration of their breastfeeding 
of multiples provide a unique opportunity to study an under-researched population. 
The survey was mainly distributed via the La Leche League (LLL), which may limit the 
representativeness of the sample and how generalizable the results are for all mothers of 
multiples. Our survey did not include a question directly asking if the woman was involved in 
LLL or questions on how much support the group provided. We cannot accurately determine the 
proportion of women in the sample that were involved in LLL. The effect of this limitation on 
generalizability cannot be quantified, as we do not have the number of women who were 
involved in the organization. The advantages of the large, diverse sample of mothers of multiples 
outweigh the potential drawback from the lack of information about the extent to which the 
sample is involved in LLL.  
Conclusion 
The conclusions from this study provide information that can be used in the development of 
clinical guidelines and interventions to support breastfeeding multiples. Physician support is not 
important to breastfeeding around 12 months. However, it is possible that they may be influential 
to certain demographic groups and at the time of breastfeeding initiation. The U.S. Preventative 
Services Task Force conducted a thorough analysis of breastfeeding interventions in 2016 and 
states the following – “Primary care clinicians can support women before and after childbirth by 
providing interventions directly or through referral to help them make an informed choice about 
how to feed their infants and to be successful in their choice.”60 While physician support before 
delivery and at initiation were not studied in our survey, it is important to emphasize that 
physician support does appear to be effective at times other than around one year of age.  
Closing gaps in breastfeeding rates that exist between demographic groups could be done by 
emphasizing breastfeeding being cheap than formula for mothers of multiples. For women with 
less education, minority ethnic or racial groups, and younger mothers, cost-effectiveness was 
especially important. These groups of women are categorized as high risk for breastfeeding 
cessation. Emphasizing the cost savings that can be associated with breastfeeding multiple 
infants may help to encourage long-term breastfeeding for these demographic groups.  
Bonding time with their infants and the nutritional benefits of breastfeeding were found 
to be most important in a woman’s decision to breastfeed long-term. While it is important to 
establish clinical guidelines to eliminate uncertainty surrounding multiples breastfeeding, it may 
be equally as important to outline the benefits of breastfeeding for mothers in order to motivate 
them to overcome any challenges that arise. Motivating a mother by emphasizing the health 
benefits and bond that breastfeeding provides may be an effective way to encourage more 
mothers of multiples to breastfeed.  
Through research done in the past decade on breastfeeding multiples and the insight this 
study adds to the field, it is clear that it is important to establish clinical guidelines for mothers of 
multiples and provide specific interventions to encourage long-term breastfeeding with 
multiples. The findings from this study indicate that interventions to encourage long-term 
breastfeeding of multiples could focus on educating women about the health benefits of 
breastfeeding and emphasize the relationship it can encourage with their children. Additionally, 
mobilizing a variety of sources of support, from a physician or hospital staff, the woman’s 
partner, and their community, can help to sustain breastfeeding. Improving breastfeeding rates in 
the United States will have a major positive impact on children’s outcomes, including protection 
from childhood illnesses and promotion of healthy development.61 Multiples are an especially 
important population to improve breastfeeding rates of due to their higher risk of complications, 
both medically and with the additional support families with multiples may require. With our 
firm foundation of extensive medical understanding of breastfeeding in singletons, future 
research should be directed toward catering interventions to families with multiples.  
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